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The percussion note at the right base was impaired: bronchial breath sounds were heard at this area and moist sounds throughout both lungs. The heart sounds were best heard to the right side of sternum. The area of cardiac dullness could not be defined.
December 31, 1927.- The dullness and bronchial breath sounds were spreading throughout the whole of the right lung. Moist sounds were heard at the left lower lobe. January 3, 1928.-Laryngeal stridor very marked: apparent eollapse of whole of right lung and marked cyanosis. January 6, 1928.-Child much the same, except that the whole of left lung was full of moist sounds.
Child died that evening. Post-mortem Examination.-The heart was found to be lying almost entirely to the right of middle line. There was a small effusion (? terminal) in the pericardial sac. The left lung was large, full of air, with some purulent bronchitis at the base and a small abscess at the apex of left lower lobe. Patch of pleurisy over left lower lobe. There was consolidation of the middle and upper lobes of the right lung, with complete collapse of the right lower lobe. The trachea was normal.
DiscusMion.-Dr. B. E. SCHLESINGER said he had seen two cases of the kind, cases of pneumonia caught in the ward after operation during an epidemic of influenzal pneumonia. He thought the sticky copious secretion in this type of pneumonia might have caused the pulmonary collapse which had been present in both instances. It was astonishing how easily mobile an infant's heart could be. He had recently seen an infant four days old whose heart at birth was in the normal position on the left side of the chest. Three days later it was on the right side, stomach and part of the intestines being shown by X-rays to be in the left pleural cavity owing to a diaphragmatic hernia.
It was then noticed that the position of the heart varied according to the size of the stomach, and tended to assume its original normal position several hours after a feed, only to be again pushed over td the right when the stomach was full.
Dr. TALLERMAN (in reply) agreed with Dr. Schlesinger that a thick, sticky secretion might have had something to do with what was found since after blocking of bronchi there was much more likelihood of there being collapse.
Cerebral Abscess.
By HUGH CAIRNS, F.R,.C.S. IvY W., aged 7 years. When I first saw this child there had been a four weeks' history of Jacksonian fits in the left side of the face, headache and vomiting, and the child was drowsy and was very wasted owing to the frequent vomiting. At operation, a bone flap was turned down, and an abscess was found beneath the " face area" of the motor cortex and the adjacent part of the post-central gyrus. The abscess was drained, and the child did well. Though the operation was only done three weeks ago, the wound is practically healed.
As to the cause of the abscess, there is no evidence of infection from the middle ears, nasal sinuses or mastoid processes. The pus from the abscess yielded a pure culture of Staphylococcus aureus. After operation we obtained the history that the child had had an infected cut on one knee, a few weeks before the symptoms of cerebral abscess began. A few days after the operation a pustule appeared on one finger, and it, like the brain abscess, gave a pure culture of Staphylococcus aureus. I think the abscess was primarily of metastatic type, and that the infection entered the body through the cut on the knee.
Dr. Evans, looking up cases of cerebral abscess in this hospital, has found that in 10 per cent., no obviously related focus of infection could be discovered at necropsy in other parts of the body. It is not unlikely that many of the abscesses of this group arise by metastatic spread from some insignificant focus of infection, such as the infected cut knee which appears to have been the source of infection in the case of cerebral abscess that I have shown this afternoon.
